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A  74  year-old  woman  was  referred  by  her  pneumologist  with
nasal  obstruction,  following  great  difﬁculty  using  the  con-
tinuous  positive  airway  pressure  device  prescribed  for  her
sleep  apnea.  She  reported  nasal  septum  deviation,  diag-
nosed  after  trauma,  with  bilateral  low-abundance  epistaxis
of  a  few  months’  evolution.  As  well  as  sleep  apnea,  history-
taking  found:
•  a  transient  ischemic  attack  with  partial  left  loss  of  vision;
•  atheromatous  plaques  in  the  internal  carotid  artery,  with-
out  signiﬁcant  stenosis;
•  atrioventricular  conduction  disorder,  managed  by  pace-
maker;
•  and  allergic  rhinitis.
Treatment  comprised:•  aspirin,  160  mg/24  h;
•  and  desloratadine,  5  mg/24  h.
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http://dx.doi.org/10.1016/j.anorl.2012.12.004Rhinoscopy  by  ﬂexible  endoscope  found  a  round  purplish
eptal  lesion  covered  by  thin  normal-aspect  mucosa  with-
ut  hypervascularization.  The  mass  was  obstructing  both
ostrils,  reaching  the  middle  turbinates  without  extension
eyond  the  superior  part  of  the  inferior  turbinates  below
nd,  posteriorly,  reaching  the  chondrovomeral  junction.
here  were  no  other  abnormalities  in  either  nostril  and  ENT
xamination  was  otherwise  normal.
uestions
Question  1:  Would  you  perform  biopsy  under  local  anesthe-
sia?  Justify  your  reply.
Question  2:  Which  2  ﬁrst-line  radiological  examinations
would  be  asked  for?
Question  3:  One  of  them  cannot  be  performed  in  this
patient:  why  not?
Question  4:  Comment  on  ﬁgures  below.
Question  5:  What  is  your  diagnosis  and  treatment?What  is  your  diagnosis?
served.
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eply  1
iopsy  under  local  anesthesia  is  not  indicated,  as  this  is  very
robably  a  vascular  tumor.
eply  2
he  2  ﬁrst-line  radiological  examinations  would  be  CT  scan
ith  contrast  injection  and  MRI  with  gadolinium  injection  of
he  nasal  cavity  and  paranasal  sinuses.
eply  3
RI  cannot  be  performed,  due  to  the  pace-  maker.
eply  4
ig.  1  is  a  coronal  slice  parenchymatous-window  CT  scan
f  the  nasal  cavity  and  paranasal  sinuses  without  contrast
njection.  It  shows  a  mass  centered  on  the  nasal  septum,
ilaterally  obstructing  the  mid-part  of  the  nasal  cavities
nd  reaching  the  medial  aspect  of  both  middle  turbinates
ithout  extending  beyond  the  superior  edge  of  the  infe-
ior  turbinates.  It  measures  18  ×  22  mm.  There  are  no  other
natomic  abnormalities.
Fig.  2  is  a  contrast-injected  bone-window  CT  scan  with
n  axial  section  through  the  upper  part  of  the  lesion.  There
s  strong  contrast  medium  uptake,  with  calciﬁcations  and
one  septa  within  the  lesion.
eply  5
hinoscopy  and  imaging  indicate  a  probable  nasal  septum
emangioma.
Given  the  diagnosis,  location  and  volume  of  the  mass,
ndoscopic  resection  could  be  considered  and  was  per-
ormed.  The  operation  proceeded  smoothly.  Resection  was
acroscopically  complete,  conserving  all  the  septal  mucosa
n  the  right  side  and  with  partial  sacriﬁce  on  the  left.  Blood
oss  was  200  cm3.  A  gauze  drain  was  ﬁtted,  and  the  patient
Figure  1
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DFigure  2
as  discharged  2  days  after  its  removal.  The  diagnosis  of
avernous  hemangioma  was  conﬁrmed  on  deﬁnitive  histol-
gy.  At  1  year’s  follow-up,  there  was  no  sign  of  tumoral
volution  and  septal  perforation  was  minimal  and  non-
isabling,  with  good  tolerance  of  positive  pressure.
omments
emangioma  is  a  benign  endothelial  lesion,  more  fre-
uent  in  children  than  adults  [1].  In  adults,  mean  age  at
iagnosis  is  40  years,  with  a  sex  ratio  of  1:1  [2].  His-
ologically,  3  types  are  distinguished:  capillary,  the  most
requent;  mixed;  cavernous,  the  rarest,  with  less  than  100
eported  cases  in  the  literature  [3].  Facial  trauma  plays
n  etiopathogenic  role  [3].  Tumor  growth  is  slow;  the  dou-
ling  time  is  not  known.  The  origin  is  generally  in  the
iddle  and  inferior  turbinates  [4];  septal  locations  are  rare
5].  The  most  frequent  clinical  signs  are  nasal  obstruction
nd  epistaxis  [1—4]. Rhinoscopy  ﬁnds  a  regular,  generally
ound,  red-purple  mass  under  normal  or  hypervascularized
ucosa  [3—5].  This  aspect  is  poorly  speciﬁc  and  cannot
ule  out  other  forms  of  benign  tumor:  arteriovenous  mal-
ormation,  angioﬁbroma,  glomus  tumor  or  lymphangioma.
n  case  of  irregular  and/or  necrotic  tumor  or  history  of
eoplasia,  malignancy  (hemangiopericytoma,  hemangiosar-
oma  and  metastasis)  should  be  suspected,  with  biopsy
ollowing  radiologic  assessment  to  rule  out  vascular  tumor
2,4].  CT  without  contrast  injection  shows  a  well-deﬁned
ircumscribed  mass;  in  bone  window,  there  are  intratumoral
one  septa,  which  may  create  a  ‘‘honeycomb’’  aspect  [1];
ontrast  uptake  is  strong.  On  MRI,  the  lesion  shows  low
ntensity  signal  on  T1-weighted  sequences,  and  high  inten-
ity  signal  on  T2  weighted  sequences  with  enhancement  on
njection  [1,6]. Arteriography  is  not  systematic,  and  should
e  performed  only  if  embolization  is  considered;  it  reveals
everal  nutrient  pedicles  and  vascular  blush  [4];  criteria  for
mbolization  are  not  clearly  deﬁned.  Treatment  is  surgical
nd  should  be  conservative,  with  removal  of  the  perichon-
rium  and  periosteum.  Endoscopy  is  presently  favored  [4].
iagnosis  is  founded  on  histology,  which  shows  bone  laminae,
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the nasal septum: an uncommon lesion in adults. Ann Otol RhinolA  false  nasal  septum  deviation  
vascular  capillaries  and  normal  respiratory  mucosa  [4].  Late
recurrence  has  been  reported,  hence  the  need  for  prolonged
follow-up.
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